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Confronting the Challenges in Reconnecting Urban Planning 
and Public Health

| Jason Corburn, PhD, MCPAlthough public health and
urban planning emerged with
the common goal of prevent-
ing urban outbreaks of infec-
tious disease, there is little
overlap between the fields
today. The separation of the
fields has contributed to un-
coordinated efforts to address
the health of urban popula-
tions and a general failure to
recognize the links between,
for example, the built environ-
ment and health disparities
facing low-income populations
and people of color. 

I review the historic con-
nections and lack thereof be-
tween urban planning and pub-
lic health, highlight some
challenges facing efforts to re-
couple the fields, and suggest
that insights from ecosocial
theory and environmental jus-
tice offer a preliminary frame-
work for reconnecting the
fields around a social justice
agenda. (Am J Public Health.
2004;94:541–546)

DESPITE THE COMMON
historical origins and interests of
urban planning and public health,
only minor overlaps between the
2 fields exist today. One result of
this “disconnect” is an uncoordi-
nated approach to eliminating the
glaring health inequalities facing
the urban poor and people of
color.1–5 While public health is in-
creasingly concentrating on bio-
medical factors that might con-
tribute to different morbidity and
mortality rates between the well
off and least well off, the field is
just beginning to seriously investi-
gate the role of land use decisions
and how the built environment
influences population health. At
the same time, urban planning
practice shows few signs of re-
turning to one of its original mis-
sions of addressing the health of
the least well off.3,5 The result is
that work in the 2 fields is largely
disconnected, and both areas are
failing to meaningfully account
for the economic, social, and polit-
ical factors that contribute to pub-
lic health disparities.4 However,
the public health significance of
the disconnect between planning
and public health has not gone
unnoticed.

A series of recent reports have
emphasized the importance of re-
connecting planning and public
health. For example, a 2001 In-
stitute of Medicine report titled
Rebuilding the Unity of Health and
the Environment emphasized that
the “environment” should be un-
derstood as the interplay be-
tween ecological (biological),
physical (natural and built), social,
political, aesthetic, and economic

environments.6 The National
Center for Environmental Health
of the Centers for Disease Con-
trol and Prevention, in its 2000
report Creating a Healthy Environ-
ment: The Impact of the Built Envi-
ronment on Public Health, argued
for the reintegration of land use
planning and public health, ex-
plicitly linking transportation and
land use planning to public
health outcomes such as in-
creased obesity, asthma, and
mental health.7 A 1999 report
published by the World Health
Organization, Healthy Cities and
the City Planning Process, empha-
sized the importance of develop-
ing a model of “healthy urban
planning” to ensure the health of
the world’s increasing urban and
poor populations.8 Finally,
Healthy People 2010 lists elimi-
nating health disparities as 1 of
its 2 top priorities and acknowl-
edges that only an interdiscipli-
nary approach to health promo-
tion will accomplish this goal.9

While these reports are impor-
tant steps toward reuniting plan-
ning and public health, what is
missing is an articulation of the
challenges each field must con-
front in any reconnection effort
and a theory or framework artic-
ulating why and for whom the
fields should be reconnected.10

This article highlights some of
these challenges and offers a
framework by drawing on in-
sights from ecosocial epidemiol-
ogy and environmental justice. I
suggest that ecosocial epidemiol-
ogy and environmental justice are
useful paradigms because the for-
mer provides an explicit frame-

work that attempts to explain
health disparities across popula-
tions and how social relations can
be pathogenic, biologically “em-
bodied,” and expressed as health
inequalities,11–13 while the latter
outlines a democratic research
and public decisionmaking
agenda that is attentive to the dis-
tributive, procedural, and correc-
tive justice concerns of people of
color.14–17

THE DISCONNECT
BETWEEN PLANNING
AND PUBLIC HEALTH

Public health, city planning,
and civil engineering in the
United States evolved together as
a consequence of late-19th-
century efforts to reduce the
harmful effects of rapid industri-
alization and urbanization, partic-
ularly infectious diseases.8,18,19

Reformers recognized that poor
housing conditions, inadequate
sanitation and ventilation, and
dangerous working conditions
helped cause devastating out-
breaks of cholera and typhoid.18

Planning and public health were
regularly affiliated during this era
of miasma and contagion, and
engineering-based sanitary re-
forms, largely influenced by the
Chadwick report in Britain, were
instituted to limit hazardous ex-
posures through such measures
as sewerage, garbage collection,
and rodent control.20–22 Planners
also used the power of the state
to separate out populations sus-
pected of causing disease. Yet,
both miasma and contagion
failed to explain certain aspects
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of population health, such as why
epidemics occurred only sporadi-
cally, even with the seeming
ubiquitous filth present in many
urban areas, and how diseases
traveled.

By the end of the 19th cen-
tury, the driving ideology in pub-
lic health had shifted to germ the-
ory, and this shift continued
through the first half of the 20th
century. According to germ the-
ory, there are specific agents of
infectious disease, in particular
microbes, and these agents relate
in a one-to-one manner to spe-
cific diseases.20 This conceptual
shift was accompanied by shifts
in public health and planning
practice. Public health research
shifted from investigating ways to
improve urban infrastructure to
laboratory investigations of mi-
crobes and interventions focused
on specific immunization plans,
with physicians, not planners,
emerging as the new class of pub-
lic health professionals.12,19

In urban planning, the German-
inspired “Haussman model” of
zoning began to take hold in the
United States during this same pe-
riod.23 This model focused on
functionality and a hierarchical
ordering of land use that tended
to separate residential areas from
other land uses, particularly those
involving industry.24 At the core
of the Haussman model was the
idea of dividing up functions
within the economy (e.g., zoning),
isolating those functions deemed
unhealthy (e.g., industry), and
placing strict regulations on the
kind of contact occurring be-
tween people and land use func-
tions.24 Zoning was aimed at “im-
munizing” urban populations
from the undesirable externalities
of the economy, such as industrial
pollution.

As clinicians increasingly im-
plemented public health mea-

sures in the mid-to-latter half of
the 20th century, the field shifted
toward addressing the “hosts”
(e.g., individuals) of disease, be-
cause the “environment” (e.g., the
world outside of microorganisms)
was harder for physicians to influ-
ence.20 During this era, public
health largely ignored the social
dimensions of disease and em-
phasized modifying individual
“risk factors” reflected in one’s
lifestyle, such as diet, exercise,
and smoking.25 Planning, search-
ing for an identity in postwar
America, turned to promoting
economic development through
large infrastructure and trans-
portation projects.26 Planning
shifted from attempting to re-
strain harmful “spillovers” from
private market activities in urban
areas to promoting suburban eco-
nomic development.27 Models of
economic efficiency were used in
planning new towns, regional
planning authorities were estab-
lished to provide inexpensive and
reliable resources to these areas,
and an era of urban divestment
and residential segregation took
hold.26,27

By the latter half of the 20th
century, the biomedical model of
disease, which attributes morbid-
ity and mortality to molecular-
level pathogens brought about by
individual lifestyles, behaviors,
hereditary biology, or genetics,25

was firmly entrenched as the
dominant paradigm in epidemiol-
ogy. Yet, the biomedical model
was oriented toward explaining
molecular-level pathogenesis
rather than explaining the distri-
bution of disease among popula-
tions or disease incidence or dis-
tribution at a societal level.20,25

Urban planning underwent an
analogous shift in its orientation
toward environmental health by
adopting the environmental im-
pact assessment (EIA) process.

The EIA process, institutional-
ized after passage of the National
Environmental Policy Act of
1969, ushered in the use of the
environmental impact statement
(EIS) for analyzing the ecological
and human health effects of plans,
projects, programs, and policies.28

The EIA process is generally ac-
companied by a quantitative risk
assessment in which human
health effects are considered.29

Risk assessment was institutional-
ized as part of the EIA process in
almost all site-specific analyses of
human health after the 1980 Su-
preme Court decision supporting
the use of risk assessment in the
regulation of benzene.30

Yet, both the EIS and quantita-
tive risk assessment have been
widely criticized as methods for
assessing population health be-
cause they tend to overemphasize
carcinogenesis at the expense of
other chronic diseases,31,32 treat
all populations as similarly sus-
ceptible while ignoring the dis-
proportionate hazardous expo-
sures experienced by certain
populations,33 restrict analyses to
quantitative data while minimiz-
ing or ignoring other kinds of in-
formation,34 and limit the dis-
course and practice to experts,
which can undermine the demo-
cratic character of the process by
determining who is empowered
to frame analyses and who will
be excluded, deemed inarticulate,
irrelevant, or incompetent.29,34,35

Thus, wholesale adoption of prac-
tices such as EIS and risk assess-
ment leads to planning becoming
disconnected from environmental
health.

CHALLENGES FACING THE
UNION OF PLANNING AND
PUBLIC HEALTH

By the late 20th century, the
fields of planning and public

health were largely disconnected
both from their original mission
of social betterment and from
working collaboratively to ad-
dress the health of urban popula-
tions.8 There were some notable
exceptions in each field, such as
Alice Hamilton’s community
health work and Paul Davidoff’s
“advocacy planning” move-
ment,28,36 both of which advo-
cated for interventions designed
to improve the lot of the least
well off. However, such move-
ments were the exception rather
than the rule in their respective
fields. As discussed in the sec-
tions to follow, at least 4 signifi-
cant challenges for reconnecting
the fields emerge from this cur-
rent disconnect.

Assessing the Health of
Places and “Place-Making”

The first challenge facing the
recoupling of planning and public
health is how to pay increased at-
tention to the public health ef-
fects of land use and places—
often referred to as the built
environment—while simultane-
ously expanding our definition of
planning to include the political
processes that produce these out-
comes. For instance, the fields
must develop new methods to
understand the effects of the
physical and social environment
on human health by challenging
the “geographic neutrality” as-
sumptions of most environmental
laws. Geographic neutrality is as-
sumed when environmental regu-
lations control activities that cause
pollution (e.g., energy production,
agriculture, transportation).28 In
such instances, the regulations of
the Environmental Protection
Agency (EPA) involve an indus-
try-by-industry focus or an EIS
assessment of a single facility;
there is little regard for whether
or not multiple industries or facil-
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ities are clustered in particular
communities.

Geographic neutrality is also
assumed when environmental
controls are placed on a specific
hazardous agent or pollutant (e.g.,
lead, asbestos, radon), the envi-
ronmental medium, or, less fre-
quently, the route of exposure
(e.g., drinking water, ambient air).
In the case of each of these sce-
narios, cumulative exposures
from multiple hazardous agents
that have effects on communities
are rarely considered.15,35 The
EPA has recognized the impor-
tance of geography in some regu-
latory programs, such as the state
implementation plans designated
under the Clean Air Act and wa-
tershed protection programs such
as those managing the Great
Lakes and Chesapeake Bay re-
gions.28 However, the overall reg-
ulatory strategy remains firmly
rooted in the geographic neutral-
ity fallacy.

While reconnecting planning
and public health will require in-
creased attention to the health ef-
fects of plans in geographic
places, it will also demand that
the field recognize its role in the
politics of “place-making.”37,38

Planning must increasingly be un-
derstood as a profession that
manages conflicts over political
power and values that arise
when, for instance, state or pri-
vate-sector objectives clash with
those of local communities. If
planning is to be reconnected
with public health, planning prac-
tice must be conceptualized as a
set of outcomes (e.g., housing,
transportation systems, urban de-
signs) and processes that can
(1) involve the use or abuse of
power, (2) respond to or resist
market forces, (3) work to em-
power certain groups and disem-
power others, and (4) promote
multiparty consensual decision-

making discourses or simply ra-
tionalize decisions already
made.39

In other words, planning prac-
tice involves choices regarding
which information is deemed rel-
evant, what decisionmaking proc-
esses will be used, and when, or
if, various publics will be involved
in making the plan.38 Reconnect-
ing the fields will require in-
creased attention to the politics of
planning practice (i.e., in terms of
shaping public agendas and atten-
tion), available evidence and
norms of inquiry, inclusive or ex-
clusive deliberations, and re-
sponses (or lack thereof) to bias,
discrimination, inequality, and
recalcitrance.39

Addressing Health Disparities
A second challenge in recon-

necting the fields is developing a
coordinated, multidisciplinary ap-
proach toward eliminating health
disparities. A plethora of recent
evidence suggests that disparities
in health between people of
color and Whites have not nar-
rowed over time, are getting
worse, and are increasingly
linked to the physical and social
environments that fall under the
traditional domain of planning,
such as housing, transportation,
streetscapes, and community or
social capital.40–47

For instance, Williams and
Collins42 noted that residential
segregation is a fundamental
cause of differences in health sta-
tus between African Americans
and Whites because it shapes the
socioeconomic conditions faced
by Blacks not only at the individ-
ual and household levels but also
at the neighborhood and commu-
nity levels; it also can contribute,
in residential environments, to so-
cial and physical risks that ad-
versely affect health. While Afri-
can Americans have been

effectively frozen out of suburbs
by racial covenants, discrimina-
tory mortgage practices, and ra-
cial steering since the 1950s,
Whites have benefited from ac-
cess to low-cost suburban homes,
low interest rates on government-
subsidized home mortgages, and
publicly funded transportation
projects linking their suburban
homes to employment, recre-
ation, and commercial cen-
ters.48,49 Such housing and trans-
portation policies promoted
segregation and continue to pre-
clude African Americans from
enjoying the accumulation of
wealth associated with the im-
proved health of populations.42

Developing an Urban Health
Agenda

In addition to addressing
health disparities, reconnecting
the fields will demand a clearly
articulated strategy to improve
the health of urban populations.
Currently, the lack of an urban
health agenda has allowed each
field to downplay the significance
of urban–suburban–rural health
disparities.1,2 Today’s absence of
an urban health agenda stems in
part from national and state
trends of divestment in cities; this
divestment has subsequently led
to a deemphasis on research
about, and deflected resources
away from, urban issues.26,48,49

With urban poverty rates approx-
imately twice as high as subur-
ban poverty rates (16.4% vs
8.0% in 199950), an urban
health agenda must address so-
cioeconomic position and other
social determinants of health
unique to urban areas.2 Concen-
trated poverty is principally an
urban and racial phenomenon,
and people living in poor neigh-
borhoods often face multiple si-
multaneous burdens that influ-
ence their health: poor schools,

unemployment, psychosocial
stress, discrimination, environ-
mental exposures, and limited ac-
cess to health care.51

Democratizing Practice
Finally, reconnecting planning

and public health will require a
new conception of participatory
democracy to ensure that prac-
tices are accountable to commu-
nities that have historically been
excluded from decisionmaking
but face the greatest burden in
terms of inequalities.52 Research
and decisionmaking in both plan-
ning and public health are often
criticized for relying solely on
professional knowledge at the ex-
pense of democratic participa-
tion.52–56 Such critiques also
claim that professional “knowl-
edge elites” tend to view the
“public” as largely ignorant of
technical and scientific issues, re-
flecting a professional loss of con-
fidence in the public’s capacity to
make sense of complex problems
and disputes.

However, increasing evidence
in the natural sciences, public
health, and urban planning53–56

reveals that expert assessments
can miss important contextual in-
formation and need to be tem-
pered by the experiences and
knowledge offered by lay
publics. Successfully reconnect-
ing planning and public health
will require the use of expert
models, but it will also demand
that these same models be recog-
nized as contingent and falli-
ble.57 Democratizing practice in
both fields demands that profes-
sional knowledge not be com-
partmentalized from practical ex-
perience, that lay knowledge be
considered alongside expert
judgments, and that the incom-
plete models of the technically
literate not be mistaken for the
sum total of reality.30,35,58,59
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A RECONNECTING
FRAMEWORK: ECOSOCIAL
EPIDEMIOLOGY AND
ENVIRONMENTAL JUSTICE

Reconnecting public health
with planning will require the
fields to embrace their physical
and social dimensions, address
health disparities burdening
urban populations, and democra-
tize research and decisionmaking
practices. Although the task is
daunting, insights from both
fields might assist in the effort. In
public health, social epidemiol-
ogy, particularly ecosocial epide-
miology, provides an interdiscipli-
nary, multilevel perspective for
understanding the health status
of, and health disparities in, popu-
lations. In planning, environmen-
tal justice provides a framework
for ensuring that decisionmaking
processes and outcomes are
democratic and fair.

Ecosocial epidemiology makes
explicit the importance of an in-
terdisciplinary understanding of
how both biology and different
forms of social organization influ-
ence the well-being of individuals
and populations and explicitly in-
vestigates social determinants of
population distributions of health,
disease, and well-being.13 Ecoso-
cial epidemiology stresses a multi-
disciplinary population perspec-
tive that requires examination of
how biological, sociological, eco-
nomic, and psychological phe-
nomena influence distributions of
population health while incorpo-
rating a life-course perspective
that considers the role of early
and multiple pathogenic expo-
sures that contribute to cumula-
tive disadvantage.13 Through its
population and multilevel ap-
proach to health, ecosocial epide-
miology recognizes that extra-
individual socioeconomic factors
closely related to the physical and

social infrastructure of communi-
ties affect health above and be-
yond a combination of individual
“risk” factors.25

A key concept in ecosocial epi-
demiology is embodiment, or how
throughout our lives we literally
incorporate, biologically, the ma-
terial and social world in which
we live.13 The implication for re-
connecting planning and public
health is that better models are
needed to understand how our bi-
ology does or does not reflect the
physical, social, economic, and
psychosocial environments in
which we live, work, and
play.12,60–62 This insight suggests
that reconnecting public health
and planning will do more than
simply add “biology” to “social”
analyses; it will provide an under-
standing of health as a continual
and cumulative interplay between
exposure, susceptibility, and resist-
ance, all of which occur at multi-
ple levels (e.g., individual, neigh-
borhood, national) and in multiple
domains (e.g., home, work, school,
community).13,63

Insights from environmental
justice help confront the deci-
sionmaking challenges facing the
recoupling of planning and pub-
lic health. A basic premise of en-
vironmental justice is that all
people and communities have a
right to live, work, and play in
places and communities that are
safe, healthy, and free of life-
threatening conditions.14–17

Claims of “environmental injus-
tice” have highlighted that people
of color and poor populations
bear a disproportionate burden
of hazardous exposures, experi-
ence less stringent enforcement
of environmental regulations,
have access to fewer environ-
mental benefits such as parks,
and have been routinely ex-
cluded from environmental deci-
sionmaking.15,54,64 These dispro-

portionate hazardous exposures
have also been shown to con-
tribute to adverse health out-
comes.17 Environmental justice
emphasizes corrective justice as
well, or the notion that polluters
should be punished and held re-
sponsible for cleanups and
should compensate or repair
communities damaged by his-
toric pollution.15

Reconnecting the fields could
benefit from an environmental
justice decisionmaking frame-
work that evaluates the democra-
tic character of processes on the
basis of their openness, inclusive-
ness, and fairness.64 A democra-
tic process, according to the envi-
ronmental justice framework,
demands that those being asked
to bear an environmental or
health burden “speak for them-
selves” in the design, analysis,
and implementation stages of the
process.16 The environmental jus-
tice framework also recognizes
that improved democratic deci-
sionmaking processes require
planners and others to work to
ensure that disadvantaged
groups receive the necessary
legal, financial, and technical re-
sources to allow their meaningful
participation.14

A redistribution of material re-
sources must accompany efforts
to enhance participatory democ-
racy. Material redistribution is
necessary because, for instance,
community networks and social
capital—both of which are re-
sources viewed as central to im-
proving democracy and popula-
tion health—cannot be built
without supporting economic cap-
ital.26,48 The conundrum is that
redistributing economic growth
alone will not guarantee the de-
velopment of community net-
works and social organizations
that are viewed as integral to de-
termining how the benefits of eco-

nomic growth and development
are distributed.

Ultimately, resource redistribu-
tion requires a role for the federal
government,27,49 since local gov-
ernments are always constrained
by interjurisdictional competition—
that is, interstate and intrastate
(i.e., urban–suburban–rural)
competition—in formulating redis-
tributive policies.50 Defining a
new role for the federal govern-
ment in planning and public
health will be an essential part of
democratizing the reconnection
effort. The cruel irony is that
while federal policies often helped
create today’s urban–suburban
economic, social, and health dis-
parities, policies at this same level
are necessary to revitalize urban
areas, address discriminatory pro-
grams, and help reconnect plan-
ning and public health.26,50

TOWARD HEALTHY AND
JUST URBAN PLANNING

The successful reconnection of
planning and public health will re-
quire the articulation of an ex-
plicit conceptual framework, and I
have suggested one such para-
digm here. Efforts to achieve this
reconnection must confront a host
of challenges, from redefining
planning to addressing health dis-
parities and formulating an urban
health agenda. This task will not
be easy. However, through an in-
terdisciplinary approach that in-
corporates the multilevel, life-
course, population health
perspective suggested by ecoso-
cial epidemiology and the proce-
dural, distributive, and corrective
justice principles advanced by en-
vironmental justice, a reconnec-
tion framework is possible.
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Ranking of Cities According to Public Health Criteria: 
Pitfalls and Opportunities

| Sandra A. Ham, MS, Sarah Levin, PhD, Amy I. Zlot, MPH, Richard R. Andrews, MD, and Rebecca Miles, PhDPopular magazines often
rank cities in terms of various
aspects of quality of life. Such
ranking studies can motivate
people to visit or relocate to a
particular city or increase the
frequency with which they en-
gage in healthy behaviors.

With careful consideration of
study design and data limita-
tions, these efforts also can as-
sist policymakers in identifying
local public health issues. We
discuss considerations in in-
terpreting ranking studies that
use environmental measures
of a city population’s public
health related to physical ac-
tivity, nutrition, and obesity.

Ranking studies such as
those commonly publicized are
constrained by statistical meth-
odology issues and a lack of
a scientific basis in regard to
design. (Am J Public Health.
2004;94:546–549)

FOR CENTURIES, PLACES TO
live have been ranked on the
basis of factors that contribute
to quality of life, such as friend-
liness, wealth, crime, and
health; in a 17th-century rank-
ing, for example, areas with
more plentiful game, heavier
livestock, and lower mortality
from Indian attacks were pro-
moted as more “livable.”1 Fur-
ther, recent examples are nu-
merous, such as the Places Rated
Almanac, a book that rates and
ranks 354 metropolitan areas in
terms of cost of living, job out-
looks, transportation, education,
health care, crime, the arts,
recreation, and climate.1 Popu-
lar magazines often publish
rankings as well. For instance,
Natural Health magazine ranked
“America’s Healthiest Cities” in
2001 (in terms of 37 criteria in
the areas of amenities, physical
health, environment, and happi-
ness),2 and Men’s Fitness maga-
zine has ranked “America’s Fat-
test Cities” annually since 1999
(in terms of 16 categories in-
cluding number of fitness cen-
ters and fast-food restaurants,
measures of the natural envi-
ronment and climate, and num-
ber of parks and recreational
areas).3 “Best places” are also
proclaimed on the Internet, ex-
amples being Money Magazine ’s

“Best Places to Live” (factors
considered are climate, crime,
housing, education, economy,
health, arts and leisure, and
transportation)4 and Fast For-
ward ’s “Sperling’s Best Places”
(criteria are housing, cost of liv-
ing, crime, education, economy,
health, and climate).5

Ranking studies can garner
considerable press coverage, can
influence local public health and
environmental policies, and mo-
tivate populations to work to-
ward healthier lifestyles. In Phil-
adelphia, after the release of
“America’s Fattest Cities 2000,”
the mayor implemented a new
public health program in which
he challenged the city’s popula-
tion to lose 76 tons of weight in
76 days.6 In such ways, rankings
of cities can effectively raise
awareness of the factors influ-
encing quality of life. In addi-
tion, local governments may use
the findings to attract new resi-
dents, businesses, or tourists. For
example, the Web site of the
Visitors Association of Portland,
Ore, touts the city as a great
place to visit and live,7 in part as
a result of the high ranking it
achieved in the “America’s Fat-
test Cities 2001” article.

Nevertheless, controversies
exist about whether ratings ac-
curately reflect the “livability”

of cities and the extent to
which such reports can be mis-
leading. A city’s ranking varies
depending on the quality of life
criteria used in a particular
study. Furthermore, these crite-
ria typically include public
health prevalence data and en-
vironmental measures with
multiple sources of variability
that are ignored when ranking
studies are done. To date, there
has not, to our knowledge,
been a systematic analysis of
ranking studies attempting to
determine the extent to which
their findings are methodologi-
cally sound. Editors of studies
published in popular magazines
and on the Internet are not
bound by criteria imposed by
peer-reviewed journals such as
requirements regarding com-
plete source citations and dis-
cussion of study limitations.

We provide an analysis de-
signed to help policymakers in-
terpret ranking studies that ap-
pear in the popular press. We
discuss considerations in devel-
oping ranking studies that use
environmental measures of a
city population’s public health
related to physical activity, nutri-
tion, and obesity in the hopes of
stimulating greater interaction
between policymakers and those
who publish such studies.


